Hydrorrhea nasalis is one of the dark chapters of rhinology. It is a subject usually dismissed with a few words or a para graph by the textbook writers. Parker says: "The etiology is very doubtful, but generally occurs in neurotic individuals, and is itself closely allied to paroxysmal rhinorrhea ; indeed, it is often difficult to draw a sharp line of distinction between the two complaints." Phillips, in his book, published in 1911. is satisfied with this statement: "The exact nature of this affection is not well known, but probably several conditions, mostly neuroses, are causative factors." Gradle's textbookdoes not mention this phenomenon. Ballenger makes men tion of it in a short chapter. Except Bosworth, who, in 1889. first called attention to this affection, and recorded eighteen cases (of these all but three are, in the light of our present knowledge, sinuses diseases), the English writers make little mention of it. The later German textbooks, notably Chiari and Zarniko, pay more attention to the subject.
Chiari, in his "Die Krankheiten der Nase" (1902),page 37, relates a case that appears to have been a cerebrospinal rhinor rhea and not a pure hydrorrhea nasi, the limits of which we will consider later. Zarniko 1 goes into the subject more thoroughly than any of the textbook authors.
This question has, up to recent times, been merely a specu lative one, and all authors agree that the disease is caused by a nervous disturbance causing, as Grayson says, a lack of bal ance between the arterial and venous circulations.. There are two types of this affection that present in part the same symptoms, but whose anatomic pathologic basis is entirely different. These are: (a) The cerebrospinal type, and (b) the nasal type.
In the former there is a definite anatomic loss of continuity in the skull, a hiatus is formed, through which the fluid pours into the nasal cavity. In the latter, pure nasal type, which may vary from the paroxysmal rhinitis to the almost painless, nonirritated variety, with only an abnormal volume of watery discharge from the mucous lining of the nose. Between these extremes lie the vast number of intermediate cases, all of which are due to some change in the mucous membrane.
On the examination of case records and searching the lit erature, one is struck by the fact that this is a disease of adult life or late youth. According to my experience, there has been a preponderance of females, although St. Clair Thompson thinks that males and females are affected alike. Birkett 2 enumerates the following predisposing factors, viz. :
1. A neurotic temperament, implying susceptibility. 2. A local morbid condition of the nasal mucous membrane, which may or may not be associated with gross pathologic structures.
3. An irritant acting without or within. Now. as to the active factors in the case. Following the lead of Bresgen, 8 who struck the first note of our modern con ception of the pathology, that this disease is a sympathetic nerve affection, we must first consider the work of Max Buch,* who has shown by animal experiment that the sympathetic fibers are not sensitive in health, but if they are rendered hyperemic, or if the animal experimented on is teased or tor mented, the fibers become very sensitive. Bidder and Vblkmann 5 found that the nerves distributed to the mucous mem brane of the nose contain five to twenty times as many more sympathetic fibers as the cerebrospinal, and'that the prepon derance of nerve fibers is most striking in the branches of the fifth nerve distributed to the nose.
The functions of the sympathetic fibers are vasomotor and •:ecretory.° Therefore, reasoning from these premises, one is led to believe that hydrorrhea nasalis is a disturbance of the sympathetic nerve fibers in the nasal mucous membrane, caused by some irritant or by nervous shock similar to a tor mented animal, giving rise to a change in the function of the fibers and causing vasodilatation and extravasation of a watery fluid.
I wish now to bring two case histories to your notice, hoping at a future period to bring experimental evidence for your consideration.
Case 1.-G. M., female, aged eighteen years. Born in Roumania, came to America at the age of eight. Until her thir teenth year attended public school, when her father's grow ing business required help. The father being unable to read or write, the patient was sent to business college. The col lege work was difficult for her to master, and required study most of the day and well into the night. On completing the course she entered her father's office, and worked from 8 a. m. until about 10 p. m. It was during the early months of her business career, worried by the responsibilities of her position and reduced in strength by her hard college course, that the nasal attacks appeared. They are characterized by sneezing, discharge from the nose, swelling of the nose, redness of the eyes, and lacrimation. together with a severe headache. Oc currence varies from twice a week to once in three months, and they last about twenty-four hours. The attacks occa sionally come on following a change in the weather, inhaling dust, or most frequently, some disturbance of mental state, worry, excitement, quarrel, etc.
The attacks are ushered in by sneezing, yawning and a sub jective occlusion of the nose. This is followed by a thick yellowish discharge, which later becomes thin and watery. The nose now becomes hyperemic and swollen and smarts. Associated with the nasal phenomena the patient's eyes be come red and a profuse lacrimation is observed. During the attacks photophobia becomes severe. Frontal headache is, as before stated, a constant symptom. These symptoms last twelve to twenty-four hours, when they gradually disappear. When the attacks occur at frequent intervals they are not as severe as those that come on after longer periods. During the interval between the attacks an examination of the nose and throat is absolutely negative.
Past History.-Has had pneumonia, diphtheria, scarlet fever, measles twice, mumps, operation for appendicitis at the age of sixteen, and had tonsils removed at seventeen, in the hope that their removal would influence the nasal con dition by removing a possible septic focus.
Inquiry as to the likes and dislikes for food, to rule out a metabolic disturbance, shows that her average diet consists of :
Breakfast : Tea with lemon ; an orange or grape fruit ; one soft-boiled egg, and white bread.
Dinner (Noon): Meat soup; chicken or meat; potatoes; canned fruit ; Seltzer water.
Supper: Cheese; herring and bread. Her temperature, pulse and respirations are normal-98.6° F., 88, and 24.
Blood: Hemoglobin (Sahli), 98 per cent; 5,072,000 reds; 11,800 whites (neutrophils, 70; small mononuclears, 28; large mononuclears, 1 ; eosinophils, 1 ).
Blood Pressure: Right, 107; left, 110. Urine negative, even after 90 grams of glucose. Three specimens examined at two-hour intervals. Glucose given at 6 p. m., and urine examined at 6, 8 and 10 a. m. The same result and same intervals after 90 grams of lévulose.
Gastric contents after Ewald test meal-on analysis of 100 cc, which was grayish brown, 0.2 per cent free acid, and 41 per cent acidity, with 0 organic ; otherwise negative.
Feces : Acid, dark brown, solid. No mucus or pus. Blood, none microscopically ; chemically, trace. Food : Occasional epithelial cell and muscle debris. Case 2.-C. F., aged twenty-six years, female. The death of the father in May, 1911. caused a change in the mode of life of the family ; from ease and comparative luxury, they were thrown upon their own resources, the brunt of it all falling on this girl. Six weeks following this great sorrow, and during a time of great stress, the patient developed what she thought was coryza, but which has continued with a slight intermission since the onset, in 1911. The illness is charac terized by a sense of occlusion of the nose and a discharge that is usually thin and watery, but sometimes thick and yel low. On arising in the morning the patient sneezes ten to twelve times, and this phenomenon also occurs when the patient is subjected to excitement. Anosmia is present. The menstrual period is accompanied by increased severity of the symptoms.
Objectively, the turbinates on both sides are pale pink, very much swollen, and more sensitive to the touch than normal. The nose seems filled with a thin mucoid fluid that apparently exudes from all the structures in the cavity. Cocainization and adrenalization reduces the turbinai swelling to nearly nor mal, leaving no pendulous hypertrophic areas.
Stein's injection of alcohol, cauterization of the tuberculum septi, washing the antra of Highmore gave negative results. Small doses of saturated solution of potassium iodid, as ad vised by Pierce, also gave no results. Physical and neuro logic examinations negative.
The patient sleeps well and is given to outdoor sports. Ac~ cording to her own statement, she says: "I am not of a ner vous temperament, not irritable, not easily annoyed, nor given to worrying over little things."
Now, the point of this whole discussion and the cases I have recited are cited in proof of the statement that there is a distinct nervous element in these cases. In the first, the girl was tormented by her work and the realization of her immense responsibility. In the second case the rhinorrhea followed in a short time after the death of a remaining parent, throwing on an erstwhile care-free girl the support and respon sibility of a family. One case resulted in a rhinitis vasomo toria, and the second in rhinitis edematosa, both of the same class, but of different variety. I wish, in conclusion, to assert that instead of saying there may he, to say that there is a nervous element in these cases, and that in all probability this unpleasant disease is caused by a change in the reaction of the sympathetic fibers distributed to the nasal mucous membrane of the nose.
